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perforation of the duodenum or evidence of hollow viscus injury,
then that enters another spectrum, but if they just have duodenal
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Dr James Reeves (Atlanta, Ga). I would like to thank the
Society for the opportunity to discuss this paper. I would also like
to thank Dr Connolly and his colleagues from New York for their
work and for sending me a copy of the manuscript 2 months ago.
Indications for retrieval of filters that have perforated the cava
remain unclear. This retrospective review of five patients from a
single institution attempts to clarify the situation somewhat. Four
of the five patients presented in the manuscript were seemingly
symptomatic from their filters, and their symptoms seemed to
resolve after filter removal, indicating that the filter played a role in
their symptoms. The authors conclude in their paper that asymp-
tomatic perforation warrants serial imaging to ensure stability,
while a tilt of greater than 30 degrees warrants replacement if
continued filter protection is needed.
I have the following questions. Number one, how did you
arrive at the 30-degree number that you use in your paper?
Number two, four out of the five patients were symptomatic and
four out of the five had a failed endovascular approach. Do you feel
that all symptomatic perforations should be removed open, or
would you advocate attempted percutaneous removal first? Lastly,
I would like to commend you and your colleagues for your
description of the small cavotomy with the pursestring and the
catheter use for removal to prevent a large, long cavotomy.
Dr Peter H. Connolly. First, we feel that 30 degrees repre-
sents the level of the IVC wall, and that in our experience, once the
filter start to abut that IVC wall, the filters appear to sink into the
IVC and penetrate deeper. If this continues, the filter can continue
to tilt and penetrate deeper through the IVC. It has been our
observation that this is the natural history of these filters once they
begin to tilt. So we’re trying to avoid that by suggesting that if a
patient still needs prophylaxis with a filter, that they consider
replacing them before it gets to that point.
And as for your second question, I tried to touch on that with
the algorithm. I think most filters can be retrieved percutaneously,
even in patients with symptoms. Obviously, if they have a frankmpingement or a suggestion of abutting the aorta, I don’t think
here’s going to be significant sequelae to removal of that filter
ercutaneously.
Dr Frank Vandy (AnnArbor, Mich). I enjoyed your talk. You
escribed open filter removal with both a large venotomy and a
imited venotomy. Is it necessary to remove the entire filter? In our
imited experience, we often just cut the tines and avoid a venot-
my altogether. Can you comment on the advantage of removing
he filter in its entirety?
Dr Connolly. The filter should be removed. It certainly has
he potential to act as a nidus for thrombotic disease as well as
ontinued IVC penetration threat. Another way you could remove
t would be to clip the penetrating tines, access the IJ, and remove
t in the standard percutaneous approach. But the venotomy we’re
aking is minimal and there is little risk of bleeding or IVC
arrowing.
Dr Krish Soundararajan (Philadelphia, Pa). It sounds like
ou got away with just doing a venotomy and a longitudinal repair
n most of these cases. Was there an anticipated need for a conduit
f the IVC is beyond primary repair, and, if so, what was your plan?
ere you prepared to use superficial or deep vein? Would you have
sed PTFE or Dacron? To me, it sounds like some of these IVC
emovals could be so treacherous that they may be damaged
eyond the possibility of a primary repair.
Dr Connolly. Right. Two of these were performed with a
enotomy, proximal and distal control, and then the three others
ere removed just with a small venotomy at the level of the filter
ead. After dissection down to the cava, in nearly all of these cases,
he cava was very clean. There was not a whole lot of inflammation
t that level, and the IVC was in very good shape. Most of the
nflammation is around the level of the duodenal irritation where a
iscus injury occurred. We did not anticipate having any harm to
he cava, but certainly that’s critical to this. I think you have to use
our best judgment, but it’s impossible to predict.
Dr Joseph Hart (Charleston, SC). So both of those large
avotomies were closed primarily, then; no patch?
Dr Connolly. Yes.
